Certification of Cot Deaths SIR,-We wish to correct an impression which may have been given in the article on the "Welfare of Families of Children Found Unexpectedly Dead" (4 March, p. 612) that in these cases the diagnosis of "cot death" or "sudden unexpected death in infancy" should not be given on the death certificate and that the most likely cause should be stated instead. This is not our intent or wish.
We recommend that the information "sudden death" should be put on a death certificate but that it be entered as secondary information to that cause of death which the pathologist considers the most likely after all aspects of the case have been considered. Such as:
Example 1-1(a) Acute cardiopulmonary failure due to l(b) acute infection of respiratory tract (Haemophilus influenzae) (sudden unexpected death in infancy). Such a case was one in which there was pulmonary oedema, but no pneumonia or bronchitis was found on histological examination. There were minimal inflammatory changes in the nasopharynx and H. influenzae was grown from the respiratory tract.
Example 2-1(a) Oedema of the lung and acute cardiac failure due to l(b) gastroenteritis (organism not identified) (sudden unexpected death in infancy). Such a child was one who had had, perhaps, two loose stools prior to death, no organisms were grown from the gut or respiratory tract, and there were no signs of inflammation in the gut, minimal hypoxic and fatty change in the liver, and some oedema of the lung.
Example 3-1(a) Oedema of the brain with convulsions due to l(b) gastroenteritis (sudden unexpected death in infancy). This child had had a possible convulsion and vomited once the day before death. The brain was swollen and the only other finding, apart from some oedema of the lung, was a small amount of fatty change in the liver.
Example 4-1(a) Acute laryngotracheitis due to l(b) acute infection of the respiratory tract (organism not identified) (sudden unexpected death in infancy). This child had some symptoms of a cold and histological examination showed a small amount of infiltration of the mucosa of the trachea and a small amount of oedema of the lung but no more than is likely to have been found or have occurred in a child who could well have recovered from the conditions. There was respiratory tract infection in the family.
If this registration practice is used, and some have been using it in recent years, the deaths will be primarily allotted to the likely underlying disease group (acute infection, bronchiolitis, gastroenteritis, etc.) but it will be possible to extract and analyse this whole group of unexpected child deaths in their own right. In this way it will be possible for the Office of Population Censuses and Surveys to study the incidence and the different underlying causes of this distressing syndrome. Hyperglycaemia in the neonate was not a problem. Dr. Knapp refers to the paper by Milner and Chouksey,2 who describe the complication of alopecia in the neonate when diazoxide was used in pregnancy. In the four patients reported the drug was administered orally for 19-69 days and in doses up to 800 mg/day. The dose delivered to the fetus under these conditions can therefore be high. Two of these patients were diabetics. I must again stress that diazoxide in our series was used only in labour and not for long-term therapy. We have now used the drug intravenously 68 times in 53 patients with severe hypertension in labour. In only two cases was a total of three injections (900 mg) necessary and during a period of less than 24 hours. There was no evidence of congenital abnormalities in the infant, nor was there any perinatal morbidity that could be related to the use of the drug. It is worthy of note that since diazoxide has been in use at this hospital there has not been a case of eclampsia in a booked patient. The paper relating our experience is awaiting publication.
We have not used the drug by the oral route because of the reluctance of the distributors in Australia to release it for the purpose of treatment of hypertension. They have been aware of the potential hazards of prolonged oral treatment with respect to carbohydrate metabolism and fetal complications.
In the report of our initial investigation we have suggested that the use of diazoxide in pregnancy should be avoided in diabetic patients and that it should not be used on a long-term basis, but only in labour, nor combined with other hypotensive agents. In this way the side effects are minimal and there does not appear to be any adverse effect on the fetus in our experience. With these guide lines the dose of the drug used by Milner Table) .
These results, obtained after a summer in which Glasgow has enjoyed above-average hours of sunshine, strengthen the hypothesis that dietary phytate is important in the genesis of Asiatic rickets and osteomalacia. It has always been our practice to starve patients before anaesthesia for burns surgery, even when ketamine was going to be employed, as it is never certain that these patients might not require conventional anaesthesia. We did not starve the children before giving them intramuscular ketamine for burns dressings, however, as these procedures may be frequent and adequate nutrition is essential for healing in burned patients.3 In 1971 Taylor and Towey' published their report of an investigation in which contrast medium was placed on patients' tongues while they were anaesthetized with ketamine. Postoperative radiography showed that the contrast medium had been aspirated. We therefore considered it necessary to repeat this investigation on burned children in order to ascertain whether it was safe for them to be given intramuscular ketamine for subsequent burns dressings without preoperative starvation. Our dosage of ketamine was less than that used by Drs. Taylor and Towey.
Ten children between the ages of 5 months and 6 years were investigated while undergoing skin-grafting operations in the supine position. The patients were premedicated with oral atropine 0-6 mg and trimeprazine 2 mg/kg body weight. Children under the age of 2 years received atropine alone. Anaesthesia was induced and maintained with intramuscular ketamine; no other agent was used. An initial dose of 4 mg/kg was given to prepare the patient and a supplementary dose of 2 mg/kg was given before surgery was started. Further doses of 2 mg/kg were given intramuscularly as required. When anaesthesia was stabilized 2-0 ml of Dionosil (an oily suspension of propyliodone) was placed at the back of the tongue. In order to reduce the exposure to radiation only one chest radiograph was taken at the end of the operation. In one 6-year-old child a bronchogram resulted, providing evidence that contrast medium had entered the lungs. The lung fields in all the other patients were clear, although contrast medium could be seen in either the oesophagus or stomach.
We realize the imperfection of this method of investigating the competence of the laryngeal reflex. The results may predict the behaviour of the larynx after simple regurgitation, but it is by no means certain that it establishes the pattern of events in the much more complex vomiting reflex. Nevertheless, we have ceased using ketamine as an anaesthetic for burns dressings and now employ inhalation analgesia with sedative premedication. - 
